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An infrequent case of anaphylaxis

We present the case of a 40-year-old woman with no relevant back-
ground. On December 29, 2014, immediately after eating pizza
(made with turkey, cheese, onion, tomato, buckwheat, and oregano)
and eggplant with baked cheese, she presented with intense dia-
phoresis, generalized erythema, abdominal pain, dyspnea, foreign
body sensation in the throat, and unconsciousness with urinary and
fecal incontinence for 15 minutes.

On the physical examination, intense erythema and uvula an-
gioedema was recorded. Vital signs demonstrated hypotension 69/
47 mm Hg, tachycardia 120 beats/min, and pulse oximetry 75% on
room air. No tryptase levels were measured at that time. She was
administered 300 μg of intramuscular epinephrine, salbutamol
aerosol spray, 5 mg of intravenous dexclorfeniramine, and 40 mg
of intravenous methylprednisolone. She had complete resolution
of symptoms and was discharged from the emergency depart-
ment. Twenty-four hours before her event, she had taken an
ibuprofen tablet.

The patient was then referred to our allergy service. Other co-
factors, such as exercise, alcohol intake, or fever, were ruled out.
The patient had traveled in 2007 to New Zealand for 1 month in a
caravan. After the anaphylaxis episode, the patient had tolerated
all foods except the eggplant. An allergological study was then per-
formed that included skin prick test (milk, galactose-α-1,3-galactose,
β-lactoglobulin, egg, ovoalbumin, ovomucoid, cheese, ham, tomato,
eggplant—all negative), complete blood panel, biochemistry (in-
cluding coagulation, liver and renal panel, electrolytes), and basal
tryptase levels (2.3 μg/L), all within an acceptable range. In-vitro
testing showed total immunoglobulin E (IgE) of 2,538 kU/L, and spe-
cific IgE to Ascaris of 0.72 kU/L. Fasciola, amoeba, Cysticerci, and
Trichinella IgG serology tests were negative; however, the result for
Echinococcus granulosus was positive: 1 of 8,192. Abdominal
echography and computed tomography demonstrated multiple
hepatic focal lesions suggestive of hydatidosis, some with an exo-
phytic component toward the subhepatic region, even reaching up
to intestinal loops. There were no extrahepatic lesions. Figure 1
shows it is even possible to distinguish the 3 layers of the cyst: 2
of them as part of the larvae and the third one, part of the host,
acting as protection for the larvae to avoid the action of the immune
system. This third layer protects against foreign-body reaction. The
final diagnosis was anaphylactic shock by multiple hepatic hydatid
cysts. Typically, these patients would have symptoms associated with
trauma or surgery.1–3 In our patient, however, due to the big size
of the lesion, the anaphylaxis episode was probably due to small
ruptures of the cysts that led to deposition of the larvae or leakage
of some antigen into the circulation. The patient was treated with
400 mg albendazole every 12 hours before a cyst-periquistectomy

of the gallbladder and 3 segments of the liver. She received treat-
ment with albendazole for 2 months after the surgery.

After surgery, 2 years after the diagnosis, no relapses were re-
corded. At our most recent assessment in January 2017, the results
were as follows: total IgE, 566 kU/L (78% decrease from the initial
value); specific IgE Ascaris, 0.33 kU/L; and E granulosus IgG serol-
ogy, 1 of 512 (93.7% of decrease from the initial value).

In conclusion, this case is outstanding because this image is
pathognomonic of the disease. The large size of the cyst suggests
that it had likely been growing inside the liver for many years before
showing any symptoms. According to the World Health Organiza-
tion, echinococcosis was supposed to be eradicated by 2020, but
quite the opposite has occurred. In many countries, such as Spain,
its frequency has increased.4–8 These patients can be a host for long
periods before showing symptoms. When symptoms do occur, they
often appear to be severe anaphylaxis requiring admission and me-
chanical ventilation. We emphasize the importance of considering
echinococcosis as a possible cause of anaphylactic shock. In Spain,
echinococcosis is more common due to the migration move-
ments. Echinococcosis has increased in recent years in almost all
developed countries, and is quite far from being eradicated.
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Figure 1. Abdominal computed tomography shows hepatic focal lesions with the
characteristic hydatidosis. In segment 4 of the liver, there is a 4-cm lesion, with an
exophytic component toward the subhepatic region. In the right flank, and in contact
with the visceral face of segment 5, another lesion of 5 cm, with a mainly perito-
neal location, can be seen. It is even possible to distinguish the 3 layers of the cyst:
2 of them as part of the larvae and the third a part of the host, acting as protection
against the immune system (red arrows).
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