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ABSTRACT

Hydatid disease is a zoonotic parasitic disease which rarely involves pancreas primarily. Diagnosis of pancreatic hydatid cyst is a challenge and operative 
skills are important to avoid spillage of cyst’s content. A 19-year-old male patient was admitted to hospital with recurrent abdominal pain which was on 
epigastrium and left upper quadrant of abdomen. Pain was not associated with nausea, vomiting or fever. An abdominal computed tomography (CT) 
scan was ordered. As a result of abdominal CT scan, there was a cystic area in tail of pancreas with a diameter of 5.6 cm which includes septa and there 
was calcification on borders of the cyst. Possible diagnosis were either pancreatic hydatid disease, pancreatic cyst adenoma or cystadenocarcinoma or 
pseudocyst of autoimmune pancreatitis. Whole body positron emission tomography (PET-CT) scan showed no other cyst or lesion other than pancreatic 
cyst. Hydatid disease indirect hemagglutination test has been studied and it was positive. Imaging studies and laboratory results were suggested hydatid 
disease and laparoscopic distal pancreatectomy has been applied. Primary pancreatic hydatid disease should be in differential diagnosis when newly 
appearing pancreatic cyst has been diagnosed, especially in endemic areas. Appropriate surgical technique has to be applied to avoid dissemination of 
cyst’s content.
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IntRODuCtIOn

Hydatid disease is a zoonotic parasitic disease which is endemic in countries raising 
farm animals like Middle Eastern countries, India, New Zealand, Australia, Türkiye 
and South Europe (1,2). Hydatid disease can involve with many organ but effects 
liver in 70% of patients and lungs in 20% of patients. This disease also effects mus-
cles, bones, brain and spleen (1,3). This disease primarily involves pancreas very 
rarely and in literature 0.2-2% of all hydatid diseases were reported as primary pan-
creatic hydatid disease (4,5). 

Diagnosis of a pancreatic hydatid cyst is a real diagnostic challenge. Final diagnosis 
can only be made during or after surgery but imaging and laboratory studies can 
help making diagnosis before surgery. A suspicion of pancreatic hydatid cyst is im-
portant preoperatively and surgical operation without spillage of cyst’s contents is 
a must.

CASE REpORt

Nineteen-years-old male patient was admitted to hospital with recurrent abdomi-
nal pain. Pain was located in the epigastrium and left upper quadrant of abdomen 
and it was not associated with nausea, vomiting or fever. There was no relationship 
with food and not relieved with antacids. There was a tenderness on left upper 
quadrant. The patient had no history of previous abdominal operation. His vitals 
were stable and laboratory tests and abdominal CT scan were ordered. 

Laboratory test results were completely in normal limits including white blood cell 
counts, serum CRP, amylase and lipase counts. In abdominal CT scan, there was 
a cystic area in tail of pancreas with a diameter of 5.6 cm which includes septa 
and there were calcifications on borders of the cyst (Figure 1). Pancreatic tail was 
replaced by the cysts. Pancreas head and body were normal. There was no lesions 
on liver, spleen and kidneys. There was no involvement of major artery and veins.  
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Possible diagnosis were either pancreatic hydatid disease, pan-
creatic cyst adenoma or cystadenocarcinoma or pseudocyst 
of autoimmune pancreatitis. To make a differential diagnosis, 
immunoglobulin G subtypes have been studied and only IgG2 
was higher than normal limits. Hydatid disease indirect hemag-
glutination test has been studied and it was positive. Endoscop-
ic ultrasound imaging has been applied. It showed that a 3.4 
cm x 4.1 cm cyst with septa located at the pancreatic body and 
there was no normal pancreatic tissue at the body localization 
due to compression. It also showed cysts at the tail portion of 
the pancreas but it couldn’t be measured and pancreatic duct 
was dilated. PET-CT scan was ordered for metabolical character-
ization of the cysts  and whole body scan. It showed no lesions 
other than cysts in pancreas. There was no significant FDG up-

take. At the pancreatic tail, a centrally hypodense cyst which 
were measured 63 mm x 35 mm and were including septa has 
been observed.

Imaging studies and laboratory results were suggested  hydatid 
disease and surgical operation was planned for this patient. 
Spleen preserving laparoscopic distal pancreatectomy has been 
performed (Figure 2). In total of 4 trocars (1 x 15 mm, 1 x 12 mm, 
2 x 5 mm ports) have been used for operation. Twelve mm tro-
car was placed on umbilicus for the camera and 15 mm trocar 
was placed from 5 cm left superiolateral site. Right 5 mm trocar 
was placed from 5 cm right superiolateral to the umblical port 
and left 5 mm port placed more left superiolateral to the 15 mm 
trocar. Fifteen mm trocar was used for entrance of laparoscopic 
stapling device. Operation time was 185 minutes and estimated 
blood loss was approximately 120 mL. Excised material has been 
taken out after widening of 15 mm trocar entrance site. An spec-
imen retrieval bag was used and serious care was taken during 
this removal process to avoid spillage of cyst content. 

There was no complications during admission and patient dis-
charged fifth day postoperatively. Albendazole therapy (800 
mg/day) was started after surgery for three months. After anal-
ysis of specimen in the pathology department, diagnosis of the 
patient was concluded with pancreatic hydatid cyst and eosin-
ophil-rich mixed type moderate inflammatory cell infiltration at 
the cyst wall. At the end of one year of follow-up, patient has no 
complaint or complications of surgery.

DISCuSSIOn

Primary pancreatic hydatid disease is a very rare entity consti-
tuting only 0.2-2% of all cases of hydatid disease (4,5). Hydatid 
disease involves liver and lung in 90% of all cases (1,3). Primary 
involvement of pancreas with hydatid disease is an unexpected 
diagnosis for most physicians. Primary pancreatic hydatid cysts 
are mostly seen in the head (57%), body (24%) and tail (19%) 
(1-3,6). In this case hydatid cyst was located in the tail and it 
replaced pancreatic tissue. 

Echinococcus granulosus is acquired through oral route and 
it can be spread to the pancreas mainly with hematogenous 
pathway, and it also uses peripancreatic lymphatic pathway, ret-
roperitoneal and pancreatobiliary pathway (2,7,8).

Clinical presentation can be different from each other based on 
size and location of hydatid cyst inside of the pancreas in addi-
tion to pancreatic canal involvement (1-3,6-8). Cysts that locat-
ed in the head of pancreas may cause jaundice, cholangitis and 
pancreatitis but cysts are located in body and tail may be more 
silent and they can grow slowly until they cause symptoms (full-
ness, early satiety, abdominal discomfort and pain) or complica-
tions (6,7). Complications of pancreatic hydatid disease may be 
rupture, biliary or intestinal fistula, segmental portal hyperten-
sion, vascular thrombosis, acute or chronic pancreatitis (1-3,5-8). 

Figure 2. Intraoperative appearance of pancreatic hydatid cyst. Black 
arrow represents pancreatic hydatid cyst, white arrow represents sto-
mach.

Figure 1. An image from computed tomography scan of patient. 
Black arrow represents pancreatic hydatid cyst.
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In this case, patient has a cyst in the tail of pancreas and cyst 
hadn’t been noticed unless it started to cause pain. 

Pancreatic cysts have a wide range of differential diagnosis. 
Diagnosis of primary pancreatic hydatid disease is mostly with 
imaging studies but being suspicious especially in endemic 
countries can change the surgical approach to the cysts (1,8). 
Gold standard diagnostic test is histopathologic examination 
postoperatively (9). Cysts has to be excised or aspirated with-
out spreading protoscolises inside abdomen. Dissemination of 
hydatid cyst contents inside of body can cause anaphylaxis and 
recurrences. CT scan, MR imaging, PET-CT or USG can help with 
diagnosis but none of them satisfactory. CT scan that shows 
an rounded cystic lesions with curvilinear calcification, indu-
lating membrane,  multiple degenerating daughter cyst inside 
of mother cyst can help with diagnosis of hydatid disease. CT 
scan also can help with the evaluation of the complications of 
hydatid disease such as pancreatitis and opening of the hydatid 
cyst to the pancreatic canal. USG can show multi vesicular cysts, 
limited by a clean wall, contains daughter cysts and peripheral 
calcifications (1-3,7). T2 weighted MR images show distinctive 
low intensity rim of hydatid cyst (10). Various serological test can 
be used if there is clinical suspicion of hydatid disease. Enzyme 
linked immuno-absorbent assay gives positive result in 85% 
of hydatid disease (2,8). Serum immunoelectrophoresis, com-
plement fixation test, immunofluorescence assay and indirect 
hemagglutination test can be used. In this case, CT scan helped 
to include hydatid disease as a differential diagnosis. Indirect 
hemagglutination test was used and it was positive. This result 
increased our suspicion for primary pancreas hydatid disease.

Surgery is the main choice of treatment of hydatid disease. 
Complete excision of cyst or distal pancreatectomy can be ap-
plied if hydatid cyst is located at the tail of pancreas. In lesions 
that located at the head of the pancreas partial cystectomy or 
pericystectomy can be applied. Before excision of the cyst, in-
jection of scolicidal material is important to decrease the risk of 
spreading protoscolices to the abdomen. Careful aspiration of 
the cavity is crucial. Omentoplasty can be applied after cleaning 
inside of the cavity (2,3). In this case, laparoscopic distal pancre-
atectomy had been applied. During laparoscopic technique, ex-
cision or suction of the cyst must be careful to prevent spillage 
of the content. Preoperative and postoperative use of albenda-
zole can help prevent recurrences but it is not enough alone 
(2,8). A good surgical technique is essential.

COnCLuSIOn

Primary pancreatic hydatid disease is a rarity and differential 
diagnosis of this disease is a clinical challenge. Especially in 

endemic areas, hydatid disease of pancreas should be kept in 
mind when a pancreatic cyst is seen.
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Pankreasın primer hidatik hastalığı: Ekinokokozun nadir bir türü
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ÖZET

Hidatik hastalık, nadiren primer olarak pankreası tutan zoonotik parazitik bir hastalıktır. Pankreatik hidatik kistin tanısının konulması klinisyeni 
zorlamakta ve kist içeriği yayılmadan operasyonun tamamlanması için cerrahi beceri önem taşımaktadır. On dokuz yaşında erkek hasta epigastri-
umda ve karın sol üst kadranda olan tekrarlayıcı karın ağrısı ile hastanemize başvurdu. Ağrının bulantı, kusma ve ateşle ilişkisi yoktu. Çekilen tüm 
batın bilgisayarlı tomografisinde, pankreas kuyruk kesiminde içerisinde septaların ve sınırlarında kalsifikasyonların bulunduğu 5,6 cm çapında 
kistik bir yapı görüldü. Ayırıcı tanıda, pankreatik hidatik hastalık, pankreas kistadenomu, kistadenosarkomu veya otoimmün pankreatite sekonder 
oluşmuş olabilecek psödokist mevcuttu. Tüm vücut fluorodeoksiglukoz pozitron emisyon tomografisinde pankreas kisti dışında herhangi başka 
bir kist ya da lezyon görülmedi. Hidatik hastalık için yapılan indirekt hemaglütinasyon testi pozitif sonuçlandı. Görüntüleme ve laboratuvar so-
nuçları hidatik hastalık ile uyumluydu ve hastaya laparoskopik distal pankreatektomi uygulandı. Yeni oluşmuş pankreatik kisti bulunan hastalarda, 
özellikle endemik bölgelerde, primer pankreatik hidatik hastalık ayırıcı tanıda bulunmalıdır. Kistin içeriğinin batına yayılmadan uygun cerrahinin 
yapılması büyük önem taşımaktadır.
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