
Rezumat

Implicarea pancreasului în chistul hidatic este excepţională,
chiar şi în ţările în care boala hidatică este endemică. 

Descriem cazul unei paciente de sex feminin,
în vârstă de 63 de ani, cu chist hidatic pancreatic. Diagnosticul
a fost dificil, deoarece prezentarea este cea a unui chist retro-
gastric cu caracteristici radiologice nu foarte sugestive. Am 
efectuat o explorare laparoscopică a cavităţii abdominale şi am
descoperit o formaţiune chistică retrogastrică dezvoltată din 
corpul pancreatic. Tratamentul chirurgical a constat în puncţie,
evacuarea proligerei, spălare cu ser hipertonic, perichistul a fost
parţial excizat şi cavitatea restantă a fost drenată. Pacienta a
fost externată în ziua 5 postoperator. Controlul efectuat la 6, 12
şi 24 de luni nu a arătat apariţia unei recidive. Totodată facem şi
un review al literaturii, în care discutăm despre dificultăţile
diagnostice şi terapeutice ale acestei rare localizări a chistului
hidatic. 

Chistul hidatic este o cauză rară a unei formaţiuni
chistice pancreatice şi care ar trebui inclusă în diagnosticul
diferenţial al chisturilor pancreatice, în special în zonele
endemice. Chirurgia rămâne în continuare cea mai eficientă
opţiune de tratament. Abordul laparoscopic este fezabil şi sigur,
dar necesită o echipă instruită cu experienţă în chirurgia minim
invazivă.
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Introduction

Hydatid cyst is a public health problem in
endemic countries. The liver and lungs are the
most common locations of this parasitic disease,
the pancreatic hydatid cyst being considered 
a very rare occurrence. The clinical symptoma-
tology is often insidious and scarce, being 
dominated either by non-specific abdominal
pain and or signs and symptoms related to the
mass effect. The hydatid cyst of the pancreas
can pose both a diagnostic and treatment 
challenge, especially in order to avoid contami-
nation and spillage intraoperatively. Although
a perforation, a hemorrhage or a fistulation,
thus leading to an inflammatory syndrome or
recurrent abdominal pain, can be revealing
towards a diagnosis, they represent serious
complications and causes for morbidity and
mortality. Due to this etiology, it is mandatory
for the patient to follow postoperatively anti
echinococcus therapy (1-3). 

Case Report

We present the case of a 63-year-old female
patient, with no medical history, hospitalized

for epigastric pain associating nausea and
vomiting, with insidious onset over the past 2
months and increased severity of the symp-
toms 3 days prior to admission. The clinical
exam revealed a patient with a good general
condition, with a palpable sensitive epigastric
cystic mass. Also worth mentioning was the
absence of clinical jaundice. 

The laboratory data revealed slightly above
normal values of serum amylase and lipase,
with normal liver and kidney function panels.
CEA and CA 19-9 levels were normal and
hydatid serology was negative. 

Ultrasonography revealed an enlarged
pancreas with a 110/86 mm well-circum-
scribed cystic mass located at the level of
isthmus and body of the pancreas ( ).
There was no dilatation of the Wirsung and
common bile duct, with the absence of gall-
stones. The same aspects were observed at
the CT examination performed in gastro-
enterology service of another hospital, one
month prior to the current admission, 
therefore we only had access to the written
report. Also, at the time of admission, endos-
copic US examination was unavailable in
our hospital.

Abstract
The pancreatic localization of the hydatid cyst is exceptional, even in countries where hydatid
disease is considered endemic. 

We describe a female patient, 63 years old, with hydatid cyst of the pancreas. The
diagnosis was difficult because the presentation was that of an epigastric cyst of unknown 
origin, with no suggestive radiological and ultrasonography features. We performed a laparos-
copic exploration of abdominal cavity which revealed a retrogastric cystic mass developed from
the pancreatic body. The surgical treatment consisted in puncture, evacuation of proligera,
lavage with hypertonic serum, partial excision of the pericyst and drainage of the cavity. The
postoperative course was uneventfull and the patient was released after 5 days. The follow-up
at 6, 12 and 24 month did not show relapse. Through this observation and a review of the 
literature, we discuss the diagnostic and therapeutic difficulties of this rare localization of the
hydatid cyst. 

Hydatid cyst is a rare cause of a cystic lesion of the pancreas, especially in endemic
areas. Surgery still remains the most effective treatment option. Laparoscopic approach is 
feasible and secure but requires a trained team with experience in minimally invasive surgery.
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The preoperative diagnosis was that of an
epigastric cyst, with no specific radiological
and laboratory features, apart from the 
possible pancreatic origin.

The final diagnosis was intraoperative. We
performed a laparoscopic exploration of
abdominal cavity which revealed a retro-
gastric cystic mass, macroscopically resem-
bling a hydatid cyst developed from pancreatic
body. The surgical treatment consisted in
puncture, evacuation of proligera, lavage with
hypertonic serum, pericyst was partially
excised and drainage of the cavity ( ).
The drain was removed on postoperative day
4, when serum amylase and lipase levels
returned to normal. The patient was 
discharged after 5 postoperative days. 

The pathology report confirmed the hydatid
cyst diagnosis. Postoperatively, the patient
underwent anti echinoccocus treatment, i.e.
albendazole in the dose of 10 mg/kg/day for 2
months. The follow-up at 6, 12 and 24 month
did not show relapse. 

Discussion

The hydatid cyst is a parasitic disease
caused by Echinococcus granulosus. Primary
pancreatic localization of the hydatid cyst is
rare with an incidence between 0.14% to
0.2%. Pancreatic involvement is thought to
appear mainly because of hematogenous 
dissemination, although other possible
spread mechanism have been described such

as lymphatic or direct passage from the
intestine (1). 

Our clinic has an experience of over 200
hydatidosis cases operated in the last 15
years, in which pancreatic localization was
found only in 3 cases. In one case it was 
associated with other localizations (hepatic,
pancreatic and splenic hydatid cyst) (2) and in
the other 2 cases it was a single primary 
pancreatic location (body pancreatic hydatid
cyst operated by open approach in the early
90's and this case). 

The single primary pancreatic location is
discovered in most of cases (3,4). The most 
frequent location of pancreatic hydatid cyst is
in head of the pancreas followed by body and
tail of the pancreas (5).

The size of the hydatid pancreatic cyst can
vary from a few millimeters to several 
centimeters and it has an intra parenchymal
development in 35% of the cases and peri-
pheral in 65% of the cases (6). In our case the
pancreatic cyst was a peripheral development.

In most cases hydatid cysts are asympto-
matic. The clinical symptomatology is unspe-
cific, variable and dependent on the size, loca-
tion of the cyst and potential complications as
in our case. The main symptoms include
abdominal pain (most of cases) in the upper
abdomen, vomiting and palpable cystic mass,
along with other symptoms due to the mass
effect (7). Some complications may occur:
obstructive jaundice due to compression or 
rupture into the common bile duct, cholangitis,

Figure 1. Abdominal ultrasonography - well-circumscribed hypoechogenic mass with dimensions 110/86 mm,
located retrogastric developed from pancreatic body
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pancreatitis, pancreatic abscess and pancreatic
Àstula due to erosion of pancreatic ducts which
can also be responsible for recurrent acute 
pancreatitis. The opening of the cyst in the
digestive tract is possible yet exceptional (8). 

Preoperative diagnosis is very difficult.
Ultrasonography is useful for detecting cyst
membranes and can detect the floating endo-
cyst. Endoscopic ultrasound can be valuable
for imagistic diagnosis as well as for suction
and study of the cystic fluid, especially for
cephalic localizations (9). The WHO classifica-
tion based on ultrasound criteria has been 
progressively preferred to other classifica-
tions. It reversed two stages in the priorly

used Gharbi classification to reflect the 
natural history of hydatid disease (10).

CT of the abdomen can reveal a cystic
mass, sometimes with an undulating 
membrane and a multiple degenerating
daughter cysts within the mother cyst may
alert regarding the possibility of pancreatic
echinococcosis. The presence of another
hydatid location, the detachment of cystic
membrane and the presence of arcuate 
calcifications are in favor of the hydatid origin.
Radiological examinations alone may not be
sufÀcient to diagnose primary pancreatic
hydatid disease (11). 

Diagnostic fine needle aspiration is formally

Figure 2. Intraoperative view - surgical treatment of hidatid pancreatic cyst: puncture, evacuation of proligera, partially 
pericystectomy and drainage of the cavity
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contraindicated because of the risk of retro- or
intra-peritoneal dissemination. The catheteri-
zation of the Wirsung by endoscopic retro-
grade cholangiopancreatography (ERCP) is
recommended only in cases which present
complications. Numerous laboratory tests 
are available for detecting specific serum 
antibodies and echinococcal antigens, such as
ELISA test which has good sensitivity, 
specificity and diagnostic accuracy over 90%
(12,13).

The differential diagnosis of pancreatic
hydatid cyst is challenging because can mimic
more common cystic pancreatic lesions: 
pseudocysts, mucinous cystadenoma, cysta-
denocarcinoma, intraductal papillary mucinous
neoplasms and congenital or post-traumatic
cysts. Pancreatic hydatid cyst should be 
considered in diagnosis not only in endemic
area, a past history of traveling or immigration
suspect the possibility the presence of hydatid
disease (14,15).

Surgery is a treatement of choice for
hidatid cyst of the pancreas. The preferred 
treatment may consist of surgical excision or
evacuation of cyst contents with partial 
cystectomy and the cavity should be washed
with hypertonic saline solutions as we 
performed in our case.  

In all cases, if the hydatid nature of a cystic
mass of the pancreas is suspected, protection
of the operating field and the abdominal wall
with a scolicide solution is mandatory. 

The presence of a fistula requires a radical
resection depending on localization of the
lesion: left pancreatectomy is indicated for the
body or tail pancreatic hidatid cyst and for
cephalic pancreatic hidatid cyst a jejunal cyst 
anastomosis on a Y-loop or suture of the
Wirsung canal on a trans-duodeno-papillary
stent can be performed. The choice will depend
on the size of the fistula. The  pancreatico-
duodenectomy is a disproportionate surgical
gesture toward of benign parasitic disease (16).

In selected cases laparoscopic treatment
may be feasible, even radical resections can be
performed (17). Also, after any surgery of the
pancreas, pseudocyst formation may occur
(11).

Medical therapy is useful when it is com-
bined with surgery. Drug treatment with
Albendazole for a period of 8–12 weeks before
and after the procedure is the most effective
and reduces the risk of recurrence (18). In our
case, we started albendazole in the postopera-
tive period.

PAIR (puncture, aspiration, injection of a
scolicidal agent, reaspiration) has also been
reported in the literature for cases with high
surgical risk with lower rates of recurrence
and mortality but the treatment must be 
combined with albendazole (19). 

Conclusions

Hydatid cyst is rare with preoperative 
diagnosis difficult and must be included in the
differential diagnosis of cystic lesion of the 
pancreas. He can cause severe complications if
not treated.  Surgery still remains the most
effective treatment option. Laparoscopic
approach is feasible and secure but requires a
trained team with experience in minimally
invasive surgery.
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