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Abstract

Echinococcosis granulosus is the leading cause of spinal hydatid disease. Hydatidosis of the bone
happens in 0.5%-3% of all the cases: the involvement in the vertebral column is 50%. In the endemic
areas, one of the common causes of spinal cord compression is hydatid disease, and the diagnosis
may remain obscure until specifying symptoms ensuing from complications due to root and cord
compression. We present a case of recurrent spinal cords hydatid cyst in a 44 years old patient
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because it occurs rarely, and anesthetic management in such cases has never evaluated before.
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Introduction
Hydatid cysts infestation of humans caused by
Echinococcosis granulosus or, more rarely, Echinococcus
multilocularis." The endemic areas are South American,
the Middle East, Australia, the Mediterranean, India,
and China.? Dogs and some wild carnivores like foxes
are definitive hosts, while all mammals could be specific
hosts, mainly sheep and cows. A person who comes
in direct contact with the feces of an infected dog or
consumes food and milk contaminated by dog feces,
when eggs from the tapeworm passed in the feces (The
fecal-oral route) may develop hydatid disease.'?

Echinococcus granulosus is the leading cause of spinal
hydatid disease. Hydatidosis of the bone happens in
0.5%-3% of all the cases: the involvement of the vertebral
column is 50%. The spinal involvements usually caused
by direct extension from pulmonary or abdominal
invasions and rarely begin primarily in the vertebral body.
In the endemic areas, one of the expected causes of spinal
cord compression is hydatid disease, and the diagnosis
may remain obscure until symptoms ensuing from
complications due to root and cord compression detect.*

General disease symptoms are radiculopathy,
myelopathy, and local pain resulting in destructive bony
lesions, pathological fracture, and consequential cord
compression.®

Preoperative evaluation is necessary because the rupture
and spreading of the cyst may result in anaphylaxis and
recurrence.*

Case Report

A male 44 years old (80 kg, 174 cm) was admitted to the
neurosurgery ward with complaints of recurrent spinal
cords hydatid cyst. The patient had gone under the same
surgery three times ten years ago. He was conscious, and his
body temperature was 37.1°C. Neurological examination
revealed spastic paraparesis and hypoaesthesia. He had
normal vital findings. His neurological examination and
other systems were also regular. Lumbosacral magnetic
resonance imaging (MRI) showed multiple extradural
arachnoid cysts through the spinal canal and right L2
nerve root sleeve, compressing the thecal sac and its
components (Figure 1).

The patient examined for more hydatid cysts in other
organs. The abdominal ultrasonography (USG) was
normal. The echocardiography (ECO) was normal
with EF: 55%. Thorax computed tomography (CT) was
normal, too.

Anesthetic Implications
The patient was scheduled for surgery to excise the cysts
and had a laminectomy performed through the posterior
approach for neurologic decompression at the level of
spinal involvement under general anesthesia.
Pre-operative assessments included electrocardiogram,
heart rate, non-invasive blood pressure, and peripheral
oxygen saturation established.
Anesthesia has induced via fentanyl (200 pg),
midazolam (2 mg), lidocaine (80 mg), and propofol (100
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Figure 1. MRI showed multiple extradural hydatid cysts has seen
through the spinal canal, which compresses the thecal sac and
its components.

mg). We prescript atracurium (40 mg) then placed the
orotracheal tube. Cardiac and invasive blood pressure
(IBP) monitoring, pulse oximetry, capnometry, and
intake/ output checking concluded.

Anesthesia has maintained with propofol infusion (4-6
mg/kg/h), O2: N20 (50:50), and atracurium as needed.
Hydrocortisone (200 mg) administered and keeping
ETCO 2 at 30-35 mm Hg. Due care was taken to prevent
rupture while removing the cysts, epinephrine, atropine
and sodium bicarbonate, dexamethasone, and salbutamol
(inhaler) were available to treat anaphylactic reaction if it
presented intraoperatively. The other hand surrounding
the surgical field, was packed with mops to prevent
local leakage. All the cysts extirpated without rupture
(Figure 2).

However, scolicidal solutions, such as hypertonic saline
and hydrogen peroxide, were not used during surgery to
prevent chemical injury to the cord.

The postoperative period was fine, and the patient
discharged after 5 days without any neurological deficit.

Discussion

The essential treatment is surgical and decompresses
laminectomy with total excision of the cyst, whenever
possible.”” Spinal hydatidosis compared to the spine’s
malignancy. However, the patients can have a healthy
and satisfying life after the surgery. The risk of recurrence
is 30%-40%. Pre-operative use of scolicidal agents
like hypertonic saline, 10% formaldehyde, 0.5% silver
nitrate, and povidone-iodine is effective in preventing
Postoperative ~ chemotherapy  with
mebendazole or albendazole has recommended for at
least three months. Surgery might have to be repeated
several times to eradicate the disease completely.*

The anaphylactic reaction is a systemic event that
affects various organs and could be life-threatening.?
Anaphylaxis during anesthesia and the per-operative
period is rare. Anaphylaxis can induce nausea, vomiting,
urticaria, angioedema, bronchospasm, upper airway
obstruction, cardiovascular collapse. The mortality rate
due to anaphylaxis is between 3%-6%.° During excisional

recurrences.

Figure 2. Surgical Excision of Spinal Cords Hydatid Cyst.

surgery, an anaphylactic reaction may occur after the
rupturing of the cyst. The cause of the death in hydatid
cyst rupture is due to anaphylaxis-related complications.?
The incidence of intraoperative anaphylaxis due to
hydatid cyst reported as 0.2%-3.3%, and it has mediated
by Ig E-mediated type 1 hypersensitivity reaction.
General anesthesia covers most of the clinical symptoms
of anaphylaxis; urticaria, bronchospasm, hypotension,
bradycardia are the main symptoms that can be
observed.”” Massive fluid resuscitation (crystalloid/
colloid), vasopressor drugs (adrenaline, noradrenaline),
glucocorticoids, H1, and H2 receptor blockers used in
the treatment of anaphylactic reaction. If anaphylaxis
develops, all medications and the operation should stop,
and 100% oxygen treatment should start. The first-line
treatment of perioperative anaphylaxis is epinephrine
as a vasopressor. Glucocorticoids are used to reduce the
late effects of anaphylaxis.!! Some studies reported that
preoperative H1 and H2 receptor blockers are useful in
hydatid cyst surgery to prevent anaphylaxis.'

Conclusion

The main goal of this case report is due to determine the
general features of hydatid cyst disease and the anesthetic
considerations and anaphylaxis prevention during the
surgical treatment.
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